Objectives: In the United Kingdom, laparoscopic adjustable gastric banding (LAGB) surgery is an option for obese individuals who meet the National Institute for Health and Clinical Excellence criteria. Despite the many benefits of LAGB, there is a paucity of literature exploring the long-term impact on individuals. The present study explored how people make sense of the experience of being banded from pre-to five years post-surgery.
Introduction
Obesity has been classified by the World Health Organisation [WHO] as a 'wicked health challenge' due to behaviours associated with obesity being complex and multidimensional [1] . Data for the United Kingdom [UK] indicates that since the 1980's obesity prevalence has risen threefold, making it one of the most obese nations in Europe [2] . There are many health problems associated with obesity including; diabetes, hypertension, cancer, and cardiovascular disease [3] . A reduction in 5-10% of excess body weight can lead to significant reductions in these co-morbidities [4] . Behavioural methods to assist weight loss can have positive effects [5, 6] , but often these changes are not sustained longterm [7] [8] [9] . Consequently, bariatric surgery may be an option for individuals who have repeatedly failed to lose weight using behavioural methods, and who have co-morbidities due to obesity [10] [11] [12] .
There are a number of types of bariatric surgery [10, [12] [13] [14] . The focus of this paper is on laparoscopic adjustable gastric banding (LAGB), which is a restrictive procedure where by 15 years post-banding, on average, individuals lose 47.1% of their excess weight [15] . This weight loss can often result in remission or improvement in co-morbidities [4, 10, 16] . Individuals may opt for LAGB as the procedure is potentially reversible [17] , has lower complication rates compared to bypass surgery [18] , and due to the nature of the band, requires regular contact with the medical team [19] .
Research exploring LAGB typically uses a cross-sectional approach [20] , where only post-surgery experiences are explored [21] [22] [23] . Furthermore, the existing literature is primarily quantitative in nature, using validated measures to determine changes such as quality of life [24, 25] , eating behaviour [26, 27] , improvement in comorbidities [16, 28] , and long-term weight loss [10] . Complications following surgery such band slippage, oesophageal dilatation and pouch dilatation have also been explored [29, 30] . Data indicates individuals experiencing nausea and vomiting following LAGB have significantly lower weight loss compared to individuals who do not have this complication [31] . Quantitative studies generally indicate that LAGB has positive impacts on individuals, but highlights this is not the case for every individual undergoing surgery [32] . Whilst this data is useful, the nuances of individual experiences are absent. These may be gathered from qualitative exploration [33] [34] [35] .
There is a paucity of literature which explores the long term psychological needs of individuals post-surgery. Warholm, Øien, and Rǻheim argue that "in order to provide patients with realistic expectations for the surgery and a better understanding of the changes after the operation, there is still a need for more knowledge about lived experiences of changing bodies after bariatric surgery through longitudinal designs (p2)" [36] . Of the published longitudinal studies exploring the lived experience of bariatric surgery, none have been specifically concerned with LAGB [36, 37] . Qualitative studies have been conducted exploring the lived experience five years or more post-surgery for individuals having a duodenal switch [38, 39] , and with mixed samples that include individuals with a LAGB along with other forms of bariatric surgery (e.g., gastric bypass, sleeve gastrectomy to name but two) to explore experiences between one and 10 years postsurgery [21, 22, 40] . Findings from qualitative studies suggest over time many individuals adjust their relationship with food so it becomes a more practical part of their life rather than a focus [22] . However, individuals who fail to lose weight find this a difficult experience, and believe that they require more support to adjust to life after bariatric surgery in order to adopt and maintain lifelong healthy eating habits [21, 40, 41] . In a study of individuals (n = 11) with LAGB who had unsuccessful weight loss (defined as a Body Mass Index [BMI] ≥ 40 kg/m 2 ) two years after surgery, Zijlstra, Boeije, Larsen, van Ramshorst and Geenen (2009) demonstrated that the lack of success was linked to a lack of awareness of an individual's own responsibility to change habits following LAGB, believing the LAGB itself would be the key factor in change rather than their own behaviour [42] . These studies give a useful insight into life following bariatric surgery; however, the study designs have meant individuals were interviewed only once following surgery, thus providing a retrospective reflective account of their experiences which may incur potential recall bias [34, 43] . Exploring the lived experience of individuals prospectively allows time factors to be acknowledged, thus putting experiences in context [35, 44, 45] . Phenomenological studies are valuable as they describe the common meaning for several individuals of their lived experiences of a phenomenon, in this case LAGB [33, 46] . As far as the authors are aware, this is the first study to both prospectively, and longitudinally, investigate the lived experiences of individuals undergoing LAGB surgery in England, UK. The aim was to understand how patients make sense of their decision to undergo LAGB, and their experiences of LAGB, in particular in relation to how things may change (or not) over time.
Materials and Methods

Design and participants
All participants fulfilled the National Institute for Health and Clinical Excellence [NICE] criteria for gastric banding BMI > 35.0 kg/m 2 with type 2 diabetes Mellitus or other weight-related co-morbidity, or a BMI > 40.0 kg/m 2 ) [47] . There were no participants with psychiatric comorbidities as individuals with serious mental health problems, substance abuse and/or signs of suicidal ideation were actively excluded in line with local guidelines. As part of a larger mixed methods study exploring the impact of gastric banding undertaken in a diabetes unit, 50 individuals (of whom six were male) agreed to participate in the qualitative element. Three participants completed interviews at all seven data collection points (pre-surgery, six months post-surgery, then annually up to five years post-surgery), and a further four at six time points. Interpretative phenomenological analysis [IPA] was undertaken on the 45 transcripts arising from the interviews with these seven study participants.
IPA studies require a homogenous sample [35, 48] . At baseline, the Caucasian sample of seven participants (of whom five were female) ranged in age from 39 -58 years
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(mean age = 46.6, SD = 5.7). Six of the group were working, six had comorbidities (e.g., diabetes and/or high blood pressure). All of the participants underwent LAGB as that was the only surgical option offered in the regional specialist centre in 2007 when the study commenced. Table 1 shows demographic information on those whose data was used in the IPA analysis versus those not included. Post-operatively participants could see the dietician as required. Where considered appropriate, for example, in the case of serious mood disruption or significant problems in coping, individuals had the support of a specialist clinical psychologist. Changes in weight from pre-to five years post-banding for both groups are shown in Table 2 and illustrated in Figure 1 , where it is clear that both groups had very similar weight loss.
Procedure
Interview schedules were developed based on the existing literature and conversations with the lead clinician [21] . The schedule encouraged participants to reflect on their individual experiences with LAGB [34, 35, 49] . As the study progressed, interview schedules were amended in order to explore common issues that had arisen in earlier interviews [34, 35, 45] . Interview schedules are provided in Table 3 .
Ethical approval was obtained from the National Health Service (NHS) Trust Research Ethics Committee prior to data collection commencing. Informed consent was obtained from all individual participants included in the study. The interviews were generally carried out in a room within the weight loss clinic, as these visits coincided with participants' routine clinic appointments. Each interview was recorded and transcribed [34, 35] . Pseudonyms have been assigned to each participant to ensure anonymity.
Data analysis
IPA methods were applied to the transcripts [35] . The transcript for each participant at every time point was analysed separately. All transcripts were primarily analysed by JH (second author) who had transcribed, but not undertaken any of the interviews. Each transcript was read several times, firstly to describe the content of each transcript, then to note the linguistic features and potential meanings. Secondary confirmatory analysis to verify themes was undertaken by SJ (first author) who had interviewed participants. Conceptual features of the transcripts were agreed in discussions between JH and SJ. Descriptive themes were generated for each transcript and these were compared across individuals for each time point. Finally, themes were compared across all time points which resulted in the generation of super-ordinate themes. Table 1 . IPA and non-IPA sample baseline (pre-surgery) demographic data.
Demographic
IPA sample (n = 7) Non-IPA sample (n = 43) Life with a gastric band, encompassing the six month to five year post-banding data. Embedded within each super-ordinate theme are three sub-themes. Topics within the themes were deemed salient if two or more of the participants at each time point raised the issue. To keep results succinct, quotes from participants to illustrate sub-themes are shown in Table 4 (pre-banding) and Table 5 (post-banding), and identified in the text as Qn.
Wanting a gastric band
This super-ordinate theme addresses the reasons behind wanting a LAGB and perceptions of future life following surgery. All participants talked about previous attempts to lose weight by various means; commonly described as a cyclical experience typified by short-term achievements of weight loss followed by regaining this weight plus 'a little bit more'. Previous limited success in losing weight had, in part, prompted their decision to seek LAGB. All participants were very grateful to be able to be banded on the NHS and this seemed to inform their basic attitude towards being banded; this was an opportunity to be taken seriously and not wasted. Three sub-themes emerged during analysis: (1) Being overweight, (2) The banding support network, and (3) The gastric band.
Being overweight
All participants had a strong feeling things needed to change, this could arise from health concerns (comorbidities included diabetes, high blood pressure, and cholesterol), weightrelated stigma, and physical discomfort. All participants were concerned about the possibility of their health deteriorating if they did not address their weight issues.
All participants were able to identify various ways in which both the environment and society in general served to make them feel unwelcome, out of place, and the subject of unwanted attention, the consequence of which was a restricted life. For example, Millie described how public seating is generally not designed for larger people, as a result she felt 'embarrassed' about her size and only willing to go to familiar places where she knew the seating would accommodate her. Judgements and the associated subsequent avoidance of the place/situation are further illustrated by Rosetta's experiences of high street clothes shopping (Q1), while Vincent lists perceived pejorative societal attitudes (Q2). However, in all cases participants have outgrown the available seating, clothes etc., but they seem to interpret the lack of provision of suitable alternatives as a form of hostility towards them, which arguably feeds their perception of being unwelcome in society. Similarly, participants do not describe any examples of people (for example, strangers they come across in their daily lives) as making any actual remarks between themselves, or directly to them about their [the participants'] size; participants seem to be interpreting non-verbal body language as it relates to their feelings of being unwelcome in society.
Participants were aware of the need to exercise as part of a healthy lifestyle, and several were aware their sedentary jobs (office workers and drivers) were a contributory factor to their weight gain and lack of activity. Millie dealt with this by employing a personal trainer to help her exercise regularly, while Alice described herself as being fairly fit for someone so overweight, especially when she was making comparisons of herself with other people of a similar size. For the rest, finding activities they enjoyed and were physically able to do was challenging. Being so significantly overweight meant difficulties with mobility; as Rosetta noted, legs that feel 'as though they've got sandbags strapped to them' makes walking even short distances very difficult. With one exception, participants generally seemed to be helpless in relation to being able to exercise in the face of their obesity, even when they have the knowledge of what to do, as in the case of Vincent (an ex-fitness instructor) (Q3).
The banding support network
All the study participants had needed to do extensive 60 months post-banding For Alice, contact with the BST had benefitted both her and her husband. She believed the contact had given them 'more information and rather than just reading bits off the internet,' indicating the value of professional support. Rosetta similarly found contact with the BST enabled her to explore possible side effects of banding, such as loose skin.
Being banded was described as a 'selfish' act which is open to being misunderstood, as noted by Alice (Q4). Many participants were "givers", i.e. supportive of others, rather than "takers", and so found themselves in an unusual position. There was clear recognition that this (LAGB) was something that they wanted for themselves, and disclosure and supportseeking pre-banding was limited to those who could be trusted to be appropriately supportive, i.e. OK with, or keen for, the participant to undergo surgery. Difficult relationships with family members tended to ensure that the participant would not be either telling them about the surgery or looking to them for support. A perceived lack of potential support was a reason for disclosing on a 'need to know' basis, as explained by Rosetta (Q5).
The gastric band
The impact of having a gastric band was considered in all the accounts, particularly in relation to how it would help participants become 'normal'. Changes following LAGB were anticipated, with, unsurprisingly, a major focus on food, and more limited attention to bodily changes, particularly the potential negative experiences such as excess skin and how this might be managed (Q6 & Q7).
The food-related pre-banding preparation largely focussed on preparing for a new eating regime following the operation. Millie talked about her changing her 'outlook on food,' considering what she is currently eating, and what she is likely to eat following LAGB. Similarly, Alice was considering how she was going to 'deal with eating after the operation', particularly in relation to favourite foods (such as bread and cheese).
The process of becoming normal was clearly a complicated issue. Being normal seemed to mean being able to do the same things as other people, at the same time and in the same way, and dropping the pretence that you're OK watching, or waiting (Q8). This is particularly salient in relation to engaging with the environment, already identified as a source of disquiet (Q9). However, the anticipated enforced food changes due to banding was a factor participants believed would be noticeable to others when socialising post-LAGB, making them different from others and the subject of possible questions and remarks, such attention being something they were keen to avoid. So, while their reduction in size would mean that they could interact "normally" with the environment, there were concerns that no longer being able to eat normally would be difficult to deal with.
Life with a gastric band
This super-ordinate theme explores the changes and challenges participants experienced post-operatively with we just told my mother-in-law last week, and it's because she's a worrier and I didn't want, to be honest I didn't want the hassle you know."
Sub-theme 3: The gastric band Q6 "There's only so much loose skin I can cram inside a pair of Bridget Jones knickers" (Rosetta).
Q7
"I was talking to my doctor about skin afterwards because if I go to the gym, you can tone up your muscle, but obviously the skin is a real issue
and it'll be a bit of a bugger to get slim and then, you know, there's only so much you can tuck in knickers, isn't there" (Mary-Ann) Q8 "Not being able to walk over to X and you know, pretend I don't mind going and having a cup of tea and reading my book for an hour or so, while they do it, because I can't" (Mary-Ann) Q9 "Like when you go to a restaurant and you see a small gap between the tables and you think am I going to fit through that, which a slimmer person wouldn't even, wouldn't even contemplate or just these tables where they've got fixed benches and the tables and you think hum am I gonna squeeze in there, so I'm hoping things like that will obviously go out of my mind once I've lost some weight, and I can be a normal slim person again." (Alice).
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a band. There were no differences in the issues raised by participants at the various time points, just a shift in emphasis for each. Despite pre-operative preparations, it became clear that participants were not adequately prepared for postoperative life with the band. That, plus some problems with support, meant that while changes were seen in relation to eating behaviour, at five years post-banding participants still had concerns about whether their real eating issues had been 
Q12
"Until I had my first fill at six weeks after the operation I could eat more or less the same as I could before and I thought, "well, this isn't any good, how is this going to work?" and then I came in and had my first fill which was two mils and that made a difference, that made one hell of a difference and then um I started losing weight." (Rosetta, 1 year post-GB). "I think what the band has done for me more so than anything is, is told me psychologically, you wouldn't be able to eat it even if you want it." (Steven, 6 months post-banding)
Sub-theme 2: The support network (or not)
Q18 "A bit more information really, like you know, if they think, they could give you a booklet of something that's, says, a bit like you get when you go to slimming world, and it says all you know, this is you know, eat this or don't eat this, whereas they just gave you like, I think it was an A5 sheet of what to avoid and what you can eat, well that's not enough, I, I think you need more, I think if you could have a booklet with food to avoid, and food to you know that, try this, or you know, that sort of thing really (Millie, 1 year post-GB). addressed, and all were still dependent on the band. Three subthemes emerged during analysis: (1) The gastric band; (2) The support network (or not); and (3) Metamorphosis.
The gastric band
This sub-theme contained experiences of the gastric band itself, such as band management, the filling of the band to aid weight loss, and deflation to minimise risks to the oesophagus.
Pre-banding, preparation for LAGB had been important to the participants, however, it soon became apparent that they were not adequately prepared for life with the band (Q10). If being banded is a big life event similar to a wedding or the birth of a baby, then pre-banding the focus was on "the big day" (where the surgery equates to the wedding day or the day of the birth) and the immediate aftermath, rather than the practicalities of a lifetime of different eating. So analogous to entering a long-term relationship, or bringing a child to reach adulthood. The relationship with the band was clearly complicated, as an example, the food the band would tolerate varied throughout the years following banding and participants struggled to find foods which would consistently get past the band (Q11).
For the band to be perceived as effective, it had to be experienced as being suitably restrictive (Q12). However, this could lead to problems such as food 'getting stuck' as a result of food not being chewed sufficiently to pass through the band, or sickness from trying to eat too quickly. Other problems included excess saliva production (a significant problem for Alice in the first six months post-LAGB, although this resolved by itself as time passed). Band restriction coupled with over-eating can lead to oesophageal stretching, requiring the band to be deflated to allow the oesophagus to 'rest'. However, such band deflations could be associated with a number of problems, for example, at 12 months post-banding Rosetta found she could only drink fluids, but the removal of fluid from the band left her feeling 'hungry', a sensation she had not experienced up until this point following banding, and which she found tough to deal with. Band deflation was also associated with unwelcome significant weight gain due to the reduced restriction and the opportunity to resume pre-banding earlier eating behaviours (Q13). Subsequent band refilling did not necessarily mean a return to an identical restrictive state, which could lead to a feeling that the band was no longer working in the same way, and leading to further complications in the relationship with the band (Q14).
Participants recognised that there was a big psychological component in being banded (Q15); in particular Millie believed that although the band was given to help with limiting food intake, the reasons behind overeating were not explored and addressed, while Vincent likened his eating problems to a drug addiction (Q16). The tension between the ongoing relationship with food and the new relationship with the band can be seen in some of the choices that participants made in relation to band management. Although band fills and deflations were in part determined by advice from the specialist team, being able to choose when to have a fill, or to have fluid removed, was important as this allowed participants to 'balance it (LAGB) with having a life', where having a life was clearly equated with eating. While the band might be described as a 'tool', it could be more accurately characterised as a partner with the power to force participants to recognise their behaviour (Q17).
The support network (or not)
All participants identified support as being important in terms of reassurance, problem-solving, and accountability. Millie was very clear that what was provided by the NHS was not enough (Q18). As in the pre-banding accounts, participants spoke of receiving support from a variety of sources over the years, including; spouse, children, work colleagues, online forums, their GP, others living with a LAGB, friends, and the BST. Vincent noted the particular importance of friends and family in the process (Q19). While Alice found the banding support group useful as it gave her a forum to talk to others 'in the same boat', however, Ethyl struggled with the group dynamics and subsequently chose not to attend (Q20). Although participants talked of having several avenues of support, there was also a general feeling that more support could, or should, be available. Millie felt that as time since banding increased the specialist support was lacking with appointments reducing to annual visits, this was a problem making it easier to 'disappear in the cracks' and not be accountable for self-management and weight loss.
Being banded is far from straightforward, it is a major physical and mental challenge that in part requires individuals to learn how to reflect on what is happening, draw appropriate conclusions, operationalise and implement the necessary changes, and to persevere over an extended period of time (Q21). The participants are expected to work with the band, making the necessary physical and mental changes, in their usual environment. There was no mention of participants being provided with any information by the BST on how to manage such challenges. Alice's cogitations about her situation are a good case in point; she struggles to understand how she is failing to lose weight, but without a mentor to hold up a mirror to her (so that she can see that the way she herself thinks about things is part of the problem) she continued to struggle.
While the majority of NHS staff were described in glowing terms, there were many examples in participants' accounts of difficulties in accessing support, and indeed examples of how healthcare professionals can be unhelpful, for example, finger-wagging and making unhelpful accusations of cheating, rather than helping with the necessary problemsolving and learning that needed to take place. Similarly, not all friends and family could be counted on to be appropriately supportive and helpful. For example, Alice felt at times her husband was 'sabotaging' her attempts to lose weight; for example, she no longer purchased biscuits in the weekly shop, yet her husband was still buying them, bringing them home, and she felt, putting temptation in her way. Additionally, over time friends may forget what is entailed in being banded and start offering inappropriate food, or appropriate food but in over-sized portions (Q22).
Many participants struggle in putting themselves first
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(Q23); their success in part can be very much dependent on how successful their family members are in dealing with their issues on their own. Once family members need participants' time and attention, finding the time to do what is necessary in terms of eating and exercise can go onto the 'back burner' making success (in terms of weight loss) much harder to achieve. That it is important is acknowledged by Millie in her account of being taught (by a therapist she found and paid for herself ) how to "hand issues back to other people" -an important part for her of learning how to cope with the band. Taking part in the research was seen as an additional source of support giving participants an opportunity to reflect and discuss their journey (Q24).
Metamorphosis
There was evidence of practical, mental, physical and social changes following banding. Learning to live with band restriction inevitably meant that eating behaviour and food choices had to change. In the early days 'slimier' foods were chosen, as these slipped through the band easily, but a process of trial and error in order to eat a larger variety of foods to address nutritional concerns had to be embarked on by all participants, that prior to LAGB had not been thought about. Participants had expected to have a set diet they could follow with the band, however, in reality, the food they could eat appeared to be related to their emotions (particularly stress) on a particular day. As time since banding increased, participants were increasingly able to control their food intake by recognising sensations such as 'hunger' and 'fullness,' which they had been unaware of prior to banding (Q25).
There was a need to mentally adjust to life with a gastric band which was multi-faceted, continual and challenging. With some weight loss achieved, a positive shift in selfperception post-LAGB was evident (Q26), although participants had generally not lost as much weight as they had been told they would by the BST (Q27), and it was clear that participants felt they had more weight to lose (Q28). With the band participants had shifted from 'living to eat', to 'eating to live', but these changes were dependent on the band remaining in place (Q29 & Q30). Participants still perceived themselves to have problems that needed to be resolved (Q31).
Weight loss was associated with physical changes including health status, however, such changes were not always in the direction that the BST had predicted. For example, one of the female participant's diabetic control deteriorated despite her compliance with the band. Weight loss generally resulted in participants being more confident which was manifested in a willingness to do more physical activities and take up other opportunities as they were no longer fearful of 'being seen in public' (Q32). This had a knock-on effect in terms of social improvement, particularly with family members. There was some evidence of mental adjustment being out of sync with weight change. A case in point was the anxiety associated with shopping in 'high street' stores where there was a lack of belief that the smaller sizes would fit (Q33). And not all the physical changes associated with the weight loss were perceived positively, for example, Rosetta did not appreciate the changes in the appearance of her legs (Q34), and many participants talked of problems with loose skin, which participants either wanted to address with surgery, or to keep as a reminder of their journey (Q35 & Q36).
Pre-banding definitions of normality seemed to be renegotiated in some respects. With the reduction in weight came the much desired ability to join in with things that others do. However, normality seemed to assume extra dimensions post-banding. There was recognition that the reduced number of times of eating during the day coupled with the smaller portion sizes was bringing participants more into line with what normal weight individuals do (Q37). But normality was no longer just about activity, it seemed to have become a synonym for the process of change on which participants' were embarked, and an acknowledgement that their journey in relation to their weight issues was in many respects ongoing (Q38).
Discussion
The aim of this study was to understand how patients make sense of their decision to undergo LAGB, and their experiences of LAGB, in particular in relation to how things may change (or not) over time. Previous limited success with weight loss prompted individuals to seek LAGB along with their largely negative experiences of being overweight. Their aim in seeking surgery was to become normal, i.e. being able to do the same things as other people, but their predicted inability to be able to eat in the same way as other people meant there were presurgery concerns about whether this would still mark them as being different from others. Their post-banding experiences tended to suggest that weight loss was indeed associated with being able to join in with others' activities, and their concerns about their eating were unfounded -being banded meant that their eating came more into line with what "normalsized" people do. It was interesting that there was no real difference in the issues raised by the participants across time, just a shift in emphasis as to which issues were talked about at each time point. This could be a failing of the interview questions employed, or it could serve to illustrate that LAGB is a much longer term process for some individuals. It is after all, a mechanical fix for a behaviour (eating) that has the power to make the recipients become aware of their possibly complex psychological antecedents which may require significant support to resolve.
The pre-banding focus on preparing for surgery and the immediate recovery period is understandable in light of the risks associated with anaesthesia and surgery in significantly obese individuals [50] . However, this focus did not seem to set participants up for the long term challenges involved in living with the band. Heatherton and Nichols (1994) identified and discussed the various issues associated success or failure in relation to change in the face of problem behaviours, including the different aspects that environment, and the people within that environment, can play in the process [51] . Geraci, Brunt and Marihart (2014) in a study with female participants two years post vertical sleeve gastrectomy highlighted the
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importance of support particularly of friends and family [52] . Pre-banding, participants were aware that not all their friends, family and acquaintances would be supportive of their choice to be banded, or would help them to lose weight over the long term. Participants therefore made strategic decisions about how to disclose their decisions to. Such disclosure of the decision to undergo LAGB has been shown not to effect the amount of weight lost in the long term [53] . However, some of the healthcare professional's unsupportive behaviour was unexpected and unhelpful. Geraci et al. [52] noted that many kinds of support were needed, but interestingly none of the participants in their study reported receiving help from their surgical team post-operatively, although that is the time when, as the authors note, the hard work really starts. Support has been identified as a possible predictor of weight loss, with Stubbs et al. [54] suggesting that flexible, patient-centred support is vital. However, being a "giver" rather than a "taker" has been identified as a possible problem for people who may need assistance from others to achieve their goals [55] . From the experience of participants in this study it is apparent that regular contact, being held accountable for weight gain, and assistance in problem-solving are key features of support needed for success with the band.
There has been some suggestion that the two year postoperative point is a crucial time in moving from weight loss to weight maintenance, arguably inferring that the changed eating behaviours learned and practised during this period have been sufficient [56, 57] . For these seven participants, new eating behaviours have not become habit by five years post-banding, as evidenced by the reversion to previous eating behaviours and the weight gain associated with band deflations. That the oesophagus gets stretched would also suggest a lack of optimal consumption. Stubbs et al. [54] concluded that weight gain and weight loss involve many factors, some of which are yet to be identified. Supporting individuals in such a situation is difficult, especially if the prevailing assumption is that being banded should be enough to ensure weight loss in chronically obese patients. In such a scenario, healthcare professionals may feel ill-equipped to deal with the various cognitive and psychosocial aspects of weight loss, and revert to the more familiar focus on health status.
In terms of contextualising these results in the wider qualitative literature four named qualitative methodologies have been employed by researchers in the field; Grounded Theory [37, 58] , Phenomenological lifeworld analysis [36, 38, 39, 52] , Interpretative Phenomenological Analysis [21] , and content analysis [22] , but in some studies the qualitative methodology employed has not been specifically stated [40, 42, 59] . In qualitative research the methodology employed has a significant impact both on the data collected and the outcome of the analysis making comparisons across studies difficult [33] . Further, LAGB is different to other types of bariatric surgery in at least two key respects, the procedure is considered to be potentially reversible [17] and weight loss is known to be both significantly slower and lower [60] . These factors combined arguably mean that the lived experiences from other qualitative studies reported in the literature where participants have undergone different forms of bariatric surgery may well be significantly different to those reported here.
Our results are reported in two super-ordinate themes; "Wanting a gastric band" relating to the pre-banding period, and "Life with a band" i.e. the post-banding period. These timeframes have been retained for the consideration of our results in the light of the broader literature. Unsurprisingly perhaps, notwithstanding the different methods employed there is a great deal of congruence between the findings reported in the pre-operative period [37, 42, 59] . The theme names generated may be different but the issues noted for the 16 participants interviewed prior to bariatric surgery by Engström & Forsberg cover a lot of the same basic areas outlined in the results reported above [37] . Like the participants in our study, theirs had started to feel overwhelmed in the face of the weight they had gained, and felt unwelcome in society in a variety of ways. Their participants also recognised that they needed to lose weight for health reasons and to improve their quality of life (as did those in Wysoker's, 2005 study), although, as with our participants, theirs experienced mixed degrees of support from the people in their lives [59] . Adaptation to obesity by being with others while they did normal activities as opposed to being able to actually take part was noted in both studies [37, 59] . In terms of differences Engström & Forsberg report more detailed information about the complex relationships that their participants had with food as did Zijlstra et al., and, because healthcare is managed differently in Sweden, their participants considered giving up when they found out how long it would take to receive bariatric surgery [37, 42] . Both Wysoker's and Zijlstra et al. participants not only reported a history of unsuccessful dieting (as indeed did our participants), but the latter study also included more details of being overweight as a younger person and more detailed explanations for weight gain [59, 42] .
The post-banding period is more challenging to contextualise due to the range of different time periods and types of bariatric surgery covered in the respective papers: 1 year post biliopancreatic diversity with duodenal switch [36] ; 1 year post mixed group undergoing LAGB or gastric sleeve [58] ; 1 year post unstated type of bariatric surgery [59] ; 2 years post LAGB [42] ; 2 years post unstated types of bariatric surgery [37, 52] ; 4 years post Roux-en-Y or LAGB [22] ; and 5 years post duodenal switch [38, 39] . As specific examples, the themes reported by Natvik et al. and Warholm et al. are very different to our study, focussing as they do on a surgery where patients have undergone rapid weight loss which seems to have been associated with some significant psychosocial challenges not experienced by our study population [36, 38, 39] .
That aside, our study results tend to suggest that the same issues may be raised at different time points with only the emphasis on what is important shifting and changing over time. Whether this is a unique feature of life post-LAGB surgery is impossible to say, and in the context of mostly cross-sectional study designs is unlikely to be resolved right now, so for the sake of simplicity, we focus on the whole postoperative period while recognising that these comparisons can only ever be suggestive of possible similarities and differences of experience. As with the pre-banding time point, there are
recognisable points of similarity in the reported post-banding qualitative data. The most significant exceptions, aside from those already mentioned above, are those that focus on the concepts of success or failure [37, 58] . In our study such concepts were not so clear cut, and therefore our data are clearly at odds with these two studies. For the rest, as with the pre-banding data, while some of the reported themes may have been differently labelled, the issues reported by other studies are recognisable in our work, e.g., concerns about weight loss and weight regain [59] , interpersonal social support and bariatric peer group support issues [52] , experiences of living with the band [42] , and changes in eating behaviours [22] . In summary, our data tend to be broadly in support of the findings from other studies.
Strengths and limitations
Out of the 50 study participants who were interviewed, only seven were interviewed regularly across the five years of the study. Anecdotally from the project managers the key difference between these participants and those who were interviewed less regularly was organisational; those interviewed the least tended to either rearrange their clinic visits, or failed to attend. So those interviewed most frequently were those who were arguably most compliant with the research study requirements. Recruiting male participants to qualitative studies is a known problem [61] , but their inclusion increases the generalisability of the findings. The repeated interviews in the longitudinal rather than cross-sectional design have helped to highlight key issues associated with adjusting to life with a band that might otherwise have been missed.
The homogeneity required by IPA analysis [35] has meant that the focus has been exclusively on those undergoing LAGB, so the findings may have limited applicability in relation to the issues to be found in relation to other forms of bariatric surgery, specifically those associated with quicker weight loss. Similarly, the study was undertaken within an NHS setting in the South-West of England, UK, and again, patient experiences of banding within other NHS services within the UK may well be different and limit the extent to which the findings, particularly in relation to support, may be experienced by patients. In addition, these findings may not be applicable to other countries with different health care systems.
Conclusions
Five years post-banding, it is clear that these participants are still on their journey. New, improved eating behaviours are still not habit, and they are all still having to think about their eating, particularly when their band is loosened. While all have achieved some degree of weight loss, it has not been to the extent that they originally expected, so their journey's end, the return to normality with the knowledge of how to manage their weight with the band, remains in the future.
For laparoscopic adjustable gastric banding to be truly successful, greater understanding is needed of the nature of the challenge involved for each individual. Better focussed preparation and support needs to be in place to genuinely help people who undergo weight loss surgery to achieve their goal of a normal weight and no longer being an object of curiosity, revulsion or pity.
